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PATERNAL WILLINGNESS TO PARTICIPATE IN BREASTFEEDING EDUCATION 
CLASSES 
 
Overall breastfeeding is well practiced in Egypt; about 96% children are breastfed. 
However, early initiation and length of exclusive breastfeeding are not yet up to target 
level. It is already documented that social support, especially father’s support to the 
lactating mother has significant role to improve the situation. Some studies found support 
from father is often related with their socioeconomic status attributed by level of education, 
employment and household income. However, little work has been done to check the 
relationship between socioeconomic determinants and fathers’ motivation to take part in 
breastfeeding. With an appropriate training program for fathers, e.g. breastfeeding 
educational classes, effective prolonged breastfeeding practices can be achieved. 
Determination of fathers’ intension to take part in such programs and the factors associated 
with their willingness is important. 
 
This study aimed to evaluate percentages of fathers willing to participate in breastfeeding 
educational classes and to detect any associated factors related to their willingness. 
 
The study involved fathers’ of infants attending 12 clinics of Behira district in Egypt 
during their postnatal and/or antenatal visits. Self-administered questionnaire included 15 
multiple choice questions on family history, previous knowledge and experience of 
breastfeeding as well as their willingness to gather information and attend educational 
classes on breastfeeding. Total of 150 anonymous responses were collected. Percentages of 
the fathers willing to attend educational classes were measured as frequencies. Chi square 
tests were used to analyze association between different paternal factors with their 
willingness. 
 
Total 33.4% of the participants showed interests to attend breastfeeding education classes. 
Their age ranged from 20 years to 73 years, with mean (±SD) of 37.8±9.5 years. Young 
fathers were more interested to attend breastfeeding classes than older fathers (P=0.04). 
Men with the middle level of education and read and write skills were more willing to 
participate in such programs than men with higher education and illiterates (P=0.03). Basic 
level workers were more interested to attend breastfeeding educational classes than the 
men with higher profession (P=0.01). Fathers who have single child were more willing to 
participate in the education classes (P=0.12) as compared to fathers who have 2 or more 
children.  
 
About one third of the total participants were willing to attend breastfeeding educational 
classes. Their willingness was associated with socioeconomic factors. 
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1 INTRODUCTION 
 
The importance of breastfeeding have been extensively studied to such a degree that it has been 
found that “not breastfeeding for the first 6 months of life (especially non-exclusive breastfeeding) 
causes 1.4 million deaths/year in children <5yrs old” (Judith et al. 2012).  The WHO defines 
exclusive breastfeeding as “infant only receives breast milk without any additional food or drink not 
even water”.  
 
Various methods have been utilized for education of breastfeeding through addressing different 
aspects of breastfeeding. These methods which are mostly directed to the mothers usually start 
during the prenatal period and extend to after delivery. Education about breastfeeding is usually 
provided by health care professionals, and includes information about positioning and the different 
situation that the mother can encounter while breastfeeding and who to contact in case she needs 
support. The promotion of breastfeeding programs also include contacting the mothers after 
delivery by a female who has recently been breastfeeding and can provide support. Nevertheless 
most of the breastfeeding promotion methods are directed to the mothers, and rarely include the 
father as a target for such education. 
 
Breastfeeding campaigns and medical assistance to the lactating mother during antenatal and 
postnatal period improved the overall breastfeeding situation worldwide, still six months exclusive 
breastfeeding and continuation of breastfeeding remained below the target level. It has been found 
that, mother’s decision to start and continue breastfeeding is well associated with her available 
social support, especially support from the partner or father of the child. 
 
The decision of the mother to breastfeed can be influenced by many factors, and fathers can play an 
important role in the mother’s decision to breastfeed and also a role in the duration of breastfeeding. 
Positive attitude of the father is associated with increased rates and duration of breastfeeding. On 
the other hand, fathers can negatively influence breastfeeding e.g. tobacco smoking, can result in 
lower rates and decreased duration of breastfeeding. 
 
The promotion of breastfeeding can positively influence an entire generation's overall health and 
wellbeing.  Many diseases, such as obesity are influenced by either not breastfeeding or stopping 
breastfeeding too early.  It is also noteworthy that many of the existing studies on breastfeeding do 
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not include or pay attention to the role of the fathers in the decision to breastfeed.  Therefore, the 
aim of this thesis was to assess father’s willingness to participate in breastfeeding education classes 
in Egypt. 
 
For the purpose of this research, a questionnaire was composed which was more afflicted towards 
the opinion of father's and their role in breastfeeding and was distributed to families that were 
attending the prenatal clinic at Al-Behira. 
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2 THEORETICAL BACKGROUND 
2.1 Composition of breast milk  
 
Breastfeeding starts just after delivery, and it starts with colostrum, which is the first milk that is 
produced after delivery (Riordan and Wambach 2010). Colostrum differs from mature breast milk 
that is produced later on as it contains higher amounts of protein (total protein 2.3 g/100ml), 
immunoglobulin (IgA 364 microgram/100ml) and some vitamins (vitamin A 89 microgram/100ml) 
than mature breast milk. On the other hand it contains less energy (58 kcal/100ml), carbohydrates 
(lactose 5.3 g/100ml) and fats (2.8 g/100ml). Colostrum suits the digestive tract of the newborn for 
the first few days of life (Riordan and Wambach 2010).  
 
With regards to mature breast milk (for example 30 days after delivery), each 100 ml contains 4.2 
grams of fat, which is mainly polyunsaturated fatty acids (PUFA), 7 grams of carbohydrates; mainly 
in the form of lactose, 0.9 grams of proteins and minerals. Proteins are composed of casein, alfa-
lactalbumin, lactoferrin, lysozyme, IgA and IgG (Riordan and Wambach 2010). 
 
Some studies demonstrated that several factors (especially maternal factors) could result in variation 
in the composition of breast milk. For example, a research was conducted in 2013 to investigate the 
effect of maternal fasting for 4 days on the composition of breast milk. The research examined the 
composition of the breast milk of 48 nursing women in prior to fasting, within 24 hours of fasting 
and after 4 days of complete fasting. While the results of that research demonstrated there were no 
greater differences in the composition of the breast milk before and after the study with regards to 
triglycerides, however there was significant reduction in the carbohydrates and increment in 
proteins between the 2 groups (Deena et al. 2009).   
 
The position is further complicated by the fact that concentration of proteins and fat as well as 
energy content in breast milk from undernourished mothers are lower than in breast milk from well-
nourished mothers (Judith et al. 2012).  
 
Another study was carried out to investigate the influence of maternal diet on the composition of 
breast milk. In the study a 2-5 ml of colostrum was collected from 91 mothers and was analyzed to 
determine its constituents, and also a questionnaire was used to obtain information about maternal 
food consumption. The study found that there is association between arachidonic acid (AA) and 
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docosohexaanoic acid (DHA) content of breast milk and maternal consumption of  PUFA such as 
linoleic acid (LA) and α-linolenic acid (ALA). Presence of oily fish, nuts, seeds, whole grains, egg, 
dairy, and dark green, leafy vegetables in maternal diet improves fat content of  breast milk and 
enhances perinatal development of the baby (Kelishadi et al. 2012).  
2.2 Breast milk substitutes 
 
Cow’s milk varies considerably in composition from human breast milk and is not recommended as 
a baby food until they are one year old. There are differences in protein, carbohydrate, fat and 
mineral content. In cow’s milk proteins are more than double that of breast milk (3 grams /100 ml), 
and also the casein to whey ratio is different (40/60 human and 80/20 for cow’s milk). Cow’s milk 
provides less sufficient amounts of carbohydrates and vitamins when compared to human milk 
(National agriculture library USDA, 2013).  
A study was conducted in the United States in 1985 among 6.5  to 13.4 months old children to 
investigate the adequacy of different types of infant foods, the study found that those who were fed 
cow’s milk had higher than adequate amounts of sodium, potassium and chloride and low iron 
levels in the body (Martinez et al. 1985). 
There is also difference in the content of breast milk and formula milk. Formula milk became one of 
the popular breast milk substitutes which can only replace most of the nutritional components of 
breast milk. Many of the formula do not yet contain antibodies, enzymes, long chain fatty acids and 
hormones that human milk has. In addition, formula fed especially bottle fed babies are more likely 
to get pathogen contamination from the liquid itself or from poor hygiene of the bottle. A cohort 
survey in the UK found that six months exclusive breastfeeding was associated with decrease in 
hospital admissions for diarrheal disease (53%) and respiratory tract infections (27%) 
(Breastfeeding, UNICEF 2013). 
2.3 General situation of breastfeeding in Egypt 
 
Breastfeeding is a universal practice in Egypt, 96% of children are breastfed, about one-third of 
them continue up to 20-23 months of age. Average breastfeeding time is 17.7 months and it is even 
longer in rural areas (Feeding practices and micronutrient supplementation, EDHS 2008). 
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However, early initiation of breastfeeding particularly within the first hour of delivery is not well 
practiced in Egypt. 9 in 10 (88%) newborns started breastfeeding within the first day of delivery 
whereas only 1 in 2 (56%) started breastfeeding within first hour of their lives. Early initiation of 
breastfeeding was more common among rural mothers than urban mothers (59% versus 51%) and 
uneducated than educated mother (60% versus 56%). Mothers from lower socioeconomic class 
practiced more early initiation of breastfeeding than wealthier mothers (60% versus 47%) (Feeding 
practices and micronutrient supplementation, EDHS 2008).   
 
Initiation of breastfeeding within first hour of delivery was different in different types of assistance 
received at the time of childbirth. Early initiation of breastfeeding rate was 51% in case delivery 
was attended by medically trained person, 74% in case of delivery was assisted by daya and 65% in 
case of delivery was attended by some one other or no one. Women who received regular antenatal 
check-up were less likely to start early breastfeeding (52%) than those who never attended antenatal 
care (67%) due to lack of proper advice to pregnant women about breastfeeding by health care 
professionals (Feeding practices and micronutrient supplementation, EDHS 2008).   
 
Exclusive breastfeeding is recommended for 6 months. However on average, children were 
exclusively breastfed less than recommended time, even half of them less than 2.6 months.  79% of 
infants below 2 months of age received exclusive breastfeeding. Only 58% infants aged 2-3 months 
were exclusively breastfed, and the proportion is even lower (29%) among 4-5 months old children 
(Feeding practices and micronutrient supplementation, EDHS 2008). 
2.4 Factors affecting breastfeeding 
 
Initiation and continuation of breastfeeding is significantly influenced by major socio-demographic 
factors (maternal education, age, marital status, level of income) and bio-physical factors such as 
mode of delivery, perceived milk flow, previous breastfeeding experiences, nipple pain and 
sufficiency of milk supply. Besides this there are few psychosocial factors such as strength, 
intention and confidence of the mother to breastfeed and level of support from the partner and 
family that influences breastfeeding. Support to mother to continue breastfeeding is easily 
modifiable by antenatal intervention (Meedya et al. 2010). 
2.4.1 Maternal Education 
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Maternal level of education is among the factors that result in increase in the rates of breastfeeding. 
Level of education of the mother can either promote or reduce breastfeeding rates in different 
cultures. In the United States, mothers who have completed more than 12 years of education are 
more likely to breastfeed, while in Korea, higher maternal education was associated with lower 
rates of breastfeeding (Hwang et al. 2006).  
 
In Egypt however, women who do not have education at all are more likely to breastfeed than other 
women, and they have the highest rates of breastfeeding, while the rate of breastfeeding drops with 
increased education level (Breastfeeding rates in Egypt, UNICEF 2010). The possible explanation 
behind this is educated and wealthier women are more prone to seek antenatal care from private 
sector, which does not provide effective advice on breastfeeding. 
2.4.2 Factors related to delivery 
 
In Korea, a research found that delivery type and birth weight are significant factors in the rates of 
breastfeeding. Women who delivered their babies through Cesarean section were less likely than 
others to breastfeed. In contrast, the women whose babies weighed 2.5 kg or more were more likely 
than others to breastfeed. Also according to this Korean study maternal age is a contributing factor, 
as mothers who are 35 years of age or older are more likely to breastfeed than younger women 
(Hwang et al. 2006).  
 
In Egypt, half of the deliveries attended by medically trained person followed early initiation of 
breastfeeding. Wealthier mother who used private facilities, tend to have high rates of caesarean 
deliveries (almost 28%). Due to anesthesia and longer delivery process early initiation of 
breastfeeding were delayed. Pre-lacteal feeding is also common among them (Breastfeeding rates in 
Egypt, UNICEF 2010). 
2.4.3 Maternal work 
 
Maternal participation in household income and early return to work has effect on duration of 
breastfeeding and introduction of complementary food to infant. Also maternal work status and 
whether this work allows for room or place for the mother to express breast milk and for an hour for 
the mother to breastfeed is another important factor affecting rates of breastfeeding. For instance, in 
Egypt maternity leave is only 90 days for the government employees. No training is available for 
the mothers on breast milk collection and proper preservation. To entitle a daycare center in a 
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government building, number of female employees has to be more than 100 (The World 
Breastfeeding Initiative, WBTi Egypt 2010). 
2.4.4 Attitudes and perceptions on breastfeeding 
 
Research has shown that breastfeeding attitude of the mother significantly correlates with her 
partner’s attitude.  Study on Australian women found that, breastfeeding intension was higher 
among women who perceived their partner preferred them to breastfeeding compared to those who 
perceived their partner preferred bottle feeding. On the other hand, for some fathers breastfeeding 
was difficult because they have limited role in breastfeeding act (Meedya et al. 2010).  
 
However, fathers have a role in start and continuation of breastfeeding; their support has been 
demonstrated to influence maternal motivation to prolong the duration of breastfeeding. One study 
conducted in the United Kingdom proved that at six weeks after delivery, fathers’ and family 
support was the main influence for sustaining breastfeeding (Ingram et al. 2002). 
2.4.5 Availability and use of healthcare services 
 
Healthcare services especially antenatal and postnatal advices and training related to breastfeeding 
for both mother and her social network including father, family members and friends has important 
role to affect some modifiable factors related to initiation and continuation of breastfeeding such as 
mother’s self-efficacy and knowledge, attitude and confidence, perceptions of support and feelings 
of stress (Meedya et al. 2010).   
 
Maternity hospital or clinics have important role to support breastfeeding initiation. Studies reviled 
that if the newborn was brought to the mother every three hours and night time for feeding at the 
hospital, it had positive influence on starting breastfeeding.  However, Ontario Mother and Infant 
Survey found that, extra visit to family physician, longer than 48 hours postpartum staying in 
hospital and exposure to formula feeding in child birth hospital were risk factors for early 
discontinuation of breastfeeding (Infant feeding survey 2006). 
2.4.6 Complementary feeding 
 
Introduction of any other liquid, semisolid or solid food besides breast milk is considered as 
complementary feeding. Complementary feeding affects breast feeding duration. Studies suggested 
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that low educational level, low income and early return to work significantly associated with early 
introduction of solid foods (Infant feeding survey 2006). 
2.4.7 Breastfeeding education 
 
Breastfeeding education to the parents has significant role to improve over all breastfeeding 
situation including duration and continuation of exclusive breastfeeding. Receiving advice about 
breastfeeding during pregnancy is among the factors that result in increase in the rates of 
breastfeeding. Several studies found breastfeeding education to both mother and father increased 
exclusive breastfeeding rates. It also has indirect influence to paternal-infant bonding (Ozluses and 
Celebioglu 2014).  
 
A study measured bond between father and the baby as a secondary outcome of breastfeeding 
education. Strength of the bond was measured with paternal-infant attachment scale (PIAS) among 
two study groups. In first group only mothers were educated about breastfeeding and in second 
group breastfeeding education provided to both the parents. PIAS were highest in the first group 
where only mothers received breastfeeding education. It showed that mothers breastfeeding 
education also provide positive effects on father-child attachment (Ozluses and Celebioglu 2014).   
2.5 Methods of promotion of breastfeeding 
2.5.1 Health policies promoting breastfeeding 
 
As an important health behavior breastfeeding could be protected, promoted and supported with 
feasible policies and interventions. 
 
Baby friendly Hospital Initiative 
 
The baby friendly hospital initiative that was implemented conjointly by the World Health 
Organization and United Nations Children’s Fund year 1991 is among the measures used by 
international organizations for the promotion of breastfeeding. In the baby friendly hospital 
initiative the health facility implements 10 factors in its policy to be entitled baby friendly. 
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Currently 15000 health facilities in 143 countries have been awarded the name baby friendly facility 
status. In Egypt 231 hospitals and Maternal & Child Health (MCH) centers have been awarded the 
baby friendly status (ELCA).  
 
The ten steps, which are necessary for a health facility to become baby-friendly, are:  
 
1. Have a written breastfeeding policy that is routinely communicated to all health care staff. 
2. Train all health care staff in skills necessary to implement this policy. 
3. Inform all pregnant women about the benefits and management of breastfeeding. 
4. Help mothers initiate breastfeeding within one half-hour of birth. 
5. Show mothers how to breastfeed and maintain lactation, even if they should be separated 
from their infants.  
6. Give newborn infants no food or drink other than breast milk, unless medically indicated. 
7. Practices rooming in that is allow mothers and infants to remain together 24 hours a day. 
8. Encourage breastfeeding on demand. 
9. Give no artificial teats or pacifiers to breastfeeding infants. 
10. Foster the establishment of breastfeeding support groups and refer mothers to them on 
discharge from the hospital or clinic.  
 
Also among the important items that designate a health facility baby friendly is that it does not 
accept free or low cost milk substitutes.   
 
Some of the results of the baby-friendly hospital initiative are: 
 
In Cuba, the country had 56 maternity facilities 49 of them implemented the baby-friendly hospital 
initiative and the results was that exclusive breastfeeding rates rose from 25% in year 1990 to 72 % 
in year 1996 (Baby friendly hospital initiative, UNICEF 2013).  
 
The rates of diarrheal dehydration in Central Hospital of Libreville in Gabon declined by 14%, 
neonatal diarrhea by 15% and mortality by 8% after implementation of the baby-friendly hospital 
initiative (Baby friendly hospital initiative, UNICEF 2013).  
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In China there are over 6000 baby friendly facilities the rates of exclusive breastfeeding in rural 
areas rose from 29% in year 1992 to 68% in year 1994 (Baby friendly hospital initiative, 
UNICEF2013). 
 
Not only in developing countries the Baby Friendly hospital initiative has been successful, but also 
in developed nations. For instance in Switzerland a research was carried to evaluate the 
effectiveness of such initiative. There was an increase in the number of any breastfed babies and the 
exclusively breastfed babies after adopting the initiative in Switzerland’s hospitals (Martin et al. 
2005). 
 
The effect of baby friendly hospital initiative was reviewed in a systemic review of Fairbank and 
coworkers. They found that, as a health facility changed its practices for the encouragement of 
breastfeeding it can be effective in the initiation of breastfeeding as well as in the duration of 
breastfeeding (Fairbank et al. 2000).  
 
Among the important achievements of the baby friendly hospital initiative is that the term baby 
friendly is only used for facilities that use the above mentioned policies and cannot be used for any 
other purpose.  
 
Restriction of breast milk substitutes  
 
In an effort to restrict the advertisement of infant formulas to mothers who are breastfeeding or 
expecting to breastfeed, the World Health Organization in World Health assembly has adopted an 
international code for marketing of breast milk substitutes in year 1981. This code imposes greater 
restrictions on advertisement of formula feeding to avoid influencing the mothers’ decision 
regarding breastfeeding.  
 
Since the development of the code in 1981, 84 countries have adopted legislations implementing all 
or many parts of the code (Baby friendly hospital initiative, UNICEF 2013).  
 
In 1994 Egypt has adopted national code for the marketing of breast milk substitutes, but the law 
was never enforced. Wide range of code violation had been evident in Egyptian market such as 
presence of promotional elements in labels and no warning about potential risks of formula feeding. 
There is no law to restrict marketing of bottles and teats. Some other laws allowed marketing of 
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baby food if permission is taken from Ministry of Health. However, several NGOs are working to 
protect, promote and support breastfeeding in Egypt. Egyptian Lactation Consultants Association 
(ELCA) is monitoring code violation and in close collaboration with UNICEF conducting code 
reinforcement activities (Report on the situation of infant and young child feeding in Egypt, 2013). 
  
2.5.2 Health education methods 
 
Peer support 
 
Among the methods that are effective in the promotion of breastfeeding is the peer support or 
mother to mother counseling. In the peer support program, the new mother or the mother who has 
just given birth to a newborn and that is planning to breastfeed gets support from other women, who 
is or have breastfeed before.  
 
The peer support program is highly encouraged and implemented by various health institutions that 
aim for promotion of breastfeeding. Fairbank el al. has carried out a systematic review in 2000, to 
assess the various methods that are used for the promotion of breastfeeding. Among the methods for 
breastfeeding promotion that were included in the systematic review are health education, baby-
friendly hospital initiative and health sector initiatives.  
 
The review included 59 studies; 14 randomized controlled studies, 16 non-randomized controlled 
studies and 29 before-after studies. This systematic review examined 2 non randomized controlled 
studies for peer support programs and found that in low income groups peer support as “stand-alone 
intervention” is effective in increasing initiation rates of breastfeeding among women who desire to 
breastfeed (Fairbank et al. 2000).  
 
The peer support method of promotion of breastfeeding has also been studied on a variable scale; 
for instance while currently it is common that the person who provides peer support to a new 
mother is a woman who has previously breastfed. Some argue that the provider of peer support can 
be widened to include other persons, which could increase the resourcefulness of the peer support 
program as a method of promotion of breastfeeding. Inclusion of the father also can be “genius” act 
according to Kaunanen and coworkers (2012) because of his powerful influence over mother’s 
decision to breastfeed.  
 
16 
 
Mass media 
 
The utilization of mass media (television and radio) for the promotion of breastfeeding has been 
used by many organizations that aim for promotion of breastfeeding. This use has been examined 
by Gupta and coworkers (2004) and they found that there has been increasing awareness about 
breastfeeding and the importance of exclusive breastfeeding after the utilization of the mass media 
campaign.  
 
Internet 
 
The internet has served well as a medium for the promotion of breastfeeding, because women can 
seek support through the Internet. However, the internet as a medium can also contain information 
and advertisement about infant formulas.  
 
Nevertheless, a research was carried out to evaluate the accuracy of some websites (n = 40) that 
provide professional information about breastfeeding, and that are being accessed by pregnant 
women in their search for support about breastfeeding. The research found that the majority of these 
websites comply with the international code for marketing for breast milk substitutes (Shaikh and 
Scott 2005). 
2.6 Fathers role in breastfeeding 
 
In early nineties Baby-Friendly Hospital Initiative was introduced to improve breastfeeding 
situation. Professional support is provided to the mother during pregnancy and after childbirth. 
Overall breastfeeding rates improved in many countries, whereas duration of breastfeeding 
remained almost unaffected. It has been identified that fathers’ support to the breastfeeding mother 
is more important than the support provided by healthcare professionals (Mannion et al. 2013).   
 
Due to their constant presence and immediate support, baby’s father or mother’s partner can play a 
major influential role in mother’s decision making and continuation of breastfeeding. 
Discontinuation of breastfeeding often related with the lack of father’s support to breastfeeding as 
well as maternal perception of a negative attitude from their partner (Mannion et al. 2013). 
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Fathers’ role in promoting breastfeeding is a multifactorial issue and often influenced by 
government policies e.g. paternity leave, local maternity and child health care delivery setups, 
social and cultural traditions, parents’ and health professionals’ views and approaches to understand 
‘support to breastfeeding’,  as well (Sherriff et al. 2014). 
2.6.1 Paternal views of breastfeeding 
 
To examine the role of fathers in breastfeeding an understanding of fathers’ views of breastfeeding 
is important. A qualitative study carried out by using semi-structured interview investigated the 
views of fathers in breastfeeding in Hawaii (Mitchell-Box & Braun 2012). This study interviewed 
14 partners who are either expecting newborns or who already had a newborn less than one year of 
age. The results of the study were diverse. For instance, some of the study participants were 
comfortable seeing women breastfeed in public; on the other hand, others were uncomfortable with 
breastfeeding in public.  
 
Some fathers felt they were left out from the mother to infant relationship as mother is the one who 
actually provide the baby with the breastfeeding. Others felt that formula feeding can be a method 
were fathers can actively participate in the process of their infants’ feeding through preparation and 
introducing the formula to the babies (Mitchell-Box & Braun 2012).  
 
The study also examined paternal willingness to participate in breastfeeding education classes and 
found that all the study participants believed that a program that is targeted to them to educate about 
breastfeeding would be helpful. Fathers wanted to know about advantages of breastfeeding for the 
mother and the baby and also about advantages and disadvantages of formula feeding (Mitchell-
Box & Braun 2012).  
 
With regard the source of knowledge the participants had about breastfeeding, most of them 
indicated that their wives, their mothers or readings from cans of formulas was the source of their 
knowledge. With regards to their wives decision to breastfeed 8 out of the 14 participants indicated 
that they felt secondary in the decision and that “it was totally up to the mother” (Mitchell-Box & 
Braun 2012).  
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Two men from the study indicated that breastfeeding is the normal feeding pattern for their infants; 
however their views come from their background as they both come from countries where large 
families are common and breastfeeding is typical practice (Mitchell-Box & Braun 2012).  
 
Seven fathers in the study indicated that it is the infant’s choice to be either breastfed or formula 
fed, and some of the study participants had experienced problems with breastfeeding of earlier 
infants. Some fathers expressed that formula feeding is a good alternative for breastfeeding and that 
in the circumstances that breastfeeding is not possible, formula milk can offer a reasonable 
substitute (Mitchell-Box & Braun 2012).  
2.6.2 Effects of father’s attitude in breastfeeding 
 
It has been found that decision of breastfeeding or bottle feeding was most often made before or 
during early pregnancy. This is the period when healthcare professional have very few scope to 
discuss and promote breastfeeding. Moreover partners have greater opportunity to influence 
breastfeeding decision. A research showed the most significant factor behind the initiation of bottle-
feeding had been mother’s perception of father’s attitude (Arora et al. 2000). 
 
From decision making to continuation of breastfeeding fathers’ are influential for lactating women. 
Mothers experience active support from partners when they are present during breastfeeding or 
taking part in domestic tasks or caring of the baby. Continuous verbal support and encouraging 
words can influence maternal confidence and perceived ability to breastfeed (Mannion et al. 2013).  
 
In different studies it is documented that insufficient supply of breast milk is the commonest cause 
of breastfeeding cessation (Meedya et al. 2010, Arora et al. 2000). Actually, insufficiency in milk 
supply is mother’s perceived problem than physical problem and it is related with mother’s 
confidence level to breastfeed. Perceived insufficient milk supply is also related to early 
complementary feeding. Study found a significant correlation between perceived insufficient milk 
supply and low maternal breastfeeding confidence. Also a moderate correlation has been 
documented between maternal confidence and perceived sufficient milk supply (Meedya et al. 
2010).  
 
Association has been found between fathers’ support and maternal confidence in breast milk 
production and breastfeeding self-efficacy as measured by Breastfeeding Self Efficacy scale 
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(BSES). Mothers who had perceived active support and encouragement from their partners were 
more confident in breastfeeding than those whose partners were negative or ambivalent towards 
breastfeeding (Mannion et al. 2013). 
2.6.3 Effects of fathers’ socio-economic status on breastfeeding 
 
Father’s level of education is an important indicator of his socioeconomic status and often related 
with the amount of disposable household income. It has been identified that infants whose father 
had low level of education, were more likely to have shorter breastfeeding period compared to the 
infants of fathers having higher education (Flacking et al. 2010). 
 
Feasibility of an intervention program on breastfeeding was conducted in a socially and 
economically deprived area of the UK. Participants were not well educated, many of them were 
unemployed, 66% had manual occupation and only 1% had higher educational qualification. 
Fathers were very reluctant to take part in the study. Seven fathers were interviewed, they had 
positive attitude towards breastfeeding and some gave an impression that they had nothing to do 
with breastfeeding (Ingram & Johnson, 2004). 
 
A population based cohort study conducted in Sweden found influences of fathers’ socioeconomic 
status (SES) and paternity leave on breastfeeding duration. Women, whose partners are unemployed  
or have low household income, are significantly less likely to breastfed their infants. Fathers who 
had opportunity to take paid paternity leave from work were influential to duration of breastfeeding. 
Weaning rate was significantly higher among the infants whose fathers had not taken paternity 
leave during the year infant was born compared to those who had taken. Prevalence of paternity 
leave was significantly higher among the fathers who had advance level of education, higher 
household income and were not unemployed. Absence of paternity leave was significantly 
associated with early cessation of breastfeeding. Breastfeeding period was shorter among the infants 
whose father had low SES than the father with higher SES (Flacking et al. 2010). 
 
It is well established that selection of feeding choice for an infant is combined decision of parents. 
Fathers’ educational and financial ability, SES were adjusted with mother’s level of education. 
Paternity leave was significantly associated with father’ SES and mothers’ education (Flacking et 
al. 2010). 
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2.6.4 Effects of breastfeeding education to fathers 
 
Several studies have investigated the role of the father with regard to effect on duration of 
breastfeeding. One study conducted in Australia examined the association between preterm 
education of parents about breastfeeding and duration of breastfeeding. The results of the study 
demonstrated that paternal education about breastfeeding and support resulted in increasing the rate 
of breastfeeding at 6 weeks after delivery to 82% in the intervention group as compared to 75 % in 
the control group (Maycock et al. 2013). 
 
Several studies found significant association between breastfeeding education to fathers and 
improvement of exclusive breastfeeding. Initiation and continuation rates of exclusive breastfeeding 
are higher during the first six months if fathers are informed and trained about exclusive 
breastfeeding and infant care. Also educating fathers exclusive breastfeeding rates increased at the 
six months. Exclusive breastfeeding rate was higher when both the parents were provided 
breastfeeding education than the mother only educated and trained on breastfeeding (Ozluses and 
Celebioglu 2014). 
 
When fathers received breastfeeding education before and after the birth and support after the birth 
were more supportive to their partner and their partners enjoyed breastfeeding to the baby (Ozluses 
and Celebioglu 2014). 
 
A controlled trial has been conducted to identify fathers’ role in breastfeeding related problems such 
as fear of milk insufficiency, transitional lactation crisis, return to outside employment, breast 
engorgement, mastitis, sore and inverted nipples, and breast refusal. Fathers from the intervention 
group received 40 hours training about the development of the problems and how to prevent and 
manage them. Prevalence of exclusive breastfeeding at 6 months was higher in the intervention 
group than in the control group (25% vs. 15%). In the intervention group perceived milk 
insufficiency was significantly less (8.6% vs. 27%), as well as breastfeeding interruption because of 
problems with lactation (4% vs. 18%). Significantly more women in the intervention group received 
support and relevant help from their partner with infant feeding management (91% vs. 34%). 
Prevalence of exclusive breastfeeding at 6 months with lactation difficulties was low in control 
group (4.5% vs. 24%) (Pisacane et al.2005). 
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In the UK a structured interview study was carried out to find the interest of fathers to learn about 
breastfeeding. The results of the study demonstrated fathers’ desire to learn about breastfeeding. 
Fathers reported requiring more relevant and accessible information about the benefits of 
breastfeeding as well as details concerning some of the practical issues involved in supporting their 
partner's breastfeeding (Sherriff and Hall 2011). 
 
Another study carried out in Vietnam investigated the effect of education of the fathers about 
breastfeeding on the rates of exclusive breastfeeding at 4 and 6 months. The research was a quasi-
experimental design, where 251 couples were recruited in the intervention group and 241 for the 
control group. Fathers in the intervention group received leaflets and home counseling about 
breastfeeding, while fathers in the control group did not receive such educating material. The results 
of the research indicated that at 4 months 20% of the intervention group recalled exclusive 
breastfeeding of the baby while only 11% in the control group. At 6 months 16 % of the couples in 
the intervention group recalled exclusive breastfeeding compared to only 3.9% in the control group 
(Bich et al. 2014).  
 
While some studies have demonstrated a positive relation between paternal education about 
breastfeeding and rates of breastfeeding, a study that was conducted in the United States on 
Hispanics found no increase in rates of breastfeeding in the intervention group compared with the 
control group. In the study, the intervention group received “Peer Dad Program” which introduced 
education about breastfeeding and support to the fathers, while the control group did not attend the 
program. Nevertheless, the small number of participants (n=101) might be the reason for such result 
(Lovera et al. 2010).  
 
Studies revealed three key events necessary to get fathers’ in interactive role and support 
breastfeeding; relevant information about breastfeeding, consistency in information supply by 
health professionals and accessible delivery of the knowledge that lead fathers to discuss sensitive 
or difficult issues. These three events help fathers to learn their role in breastfeeding, challenge 
misconceptions and myths and provide advice to mother throughout the breastfeeding period 
(Sherriff et al. 2014). 
 
Knowledge and training about childcare not directly related to breastfeeding can help father 
providing practical support to breastfeeding (e.g. playing with the child, changing, bathing etc.). 
Information may enhance fathers’ confidence and knowledge to assist mother in breastfeeding e.g. 
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fetching the baby for feeding, taking care of mother’s proper nutrition and water intake as well as,  
sharing domestic duties (Sherriff et al. 2014). 
 
Another study revealed that breastfeeding education to both parents increases exclusive 
breastfeeding rates. Providing breastfeeding education to the fathers during postpartum period 
significantly improves exclusive breastfeeding rates as well as strengthens paternal-infant 
attachment (Ozluses and Celebioglu 2014). 
 
A study conducted among Irish fathers to understand to what extent they use advocates for 
breastfeeding. Fathers’ perceived role in breastfeeding decision, their knowledge about benefits of 
breastfeeding for the baby and mother and their attitude towards breastfeeding were examined in 
postnatal ward with a questionnaire. More than half of the study participants attended at least one 
antenatal breastfeeding class. Most of the fathers discussed about breastfeeding with their partners, 
only one third of them admitted that breastfeeding decision was shared. However, majority (82%) 
fathers believed breastfeeding promotion was aimed at mothers only and it is solely mothers’ 
decision whether the baby will breastfeed or formulafeed. One in four fathers was negative to 
breastfeeding in public. Surprisingly 60% of the formula feeders attended antenatal classes. It was 
observed that Irish fathers were not aware about beneficial effects of breastfeeding and it lowered 
their confidence to support breastfeeding (Kenosi et al.2013). 
2.6.5 Fathers’ willingness to take part in breastfeeding educational program 
 
Studies found higher levels of fathers support and encouragement are associated with successful 
breastfeeding. However, fathers’ exact role and the difficulties they face during support their 
partner to breastfeed has not been considered much. Fathers are willing to involve in breastfeeding 
but often feel incompetent for the challenges of breastfeeding procedure, unsure to help the mother 
or feel inexperienced. Many feel left out and helpless s(Brown and Davies 2014).   
 
Research suggests that fathers’ want more information and support to increase their efficiency to 
participate in breastfeeding, especially specific and accessible information about advantages of 
breastfeeding, schemes to support and inspire their partners as well as themselves. Involving, 
including and supporting fathers in breastfeeding programs is an important way to recognize their 
role in breastfeeding and consider their willingness to participate in breastfeeding (Brown and 
Davies 2014). 
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A qualitative study was done in the UK on 117 fathers about their experiences on supporting 
breastfeeding. Majority of the father were positive about breastfeeding. Part of the participants 
wanted to get involved in breastfeeding as they considered it a way of bond making with the baby. 
They were concerned that they would be excluded from the feeding relationship (Brown and Davies 
2014).  
 
Fathers’ were interested about detailed information about breastfeeding, practical information on 
supporting partners to be positive and confident about breastfeeding. Majority wanted to be 
included in breastfeeding education. They enjoyed discussing breastfeeding with both professionals 
and other fathers. Participants wanted evidence-based information to solve or overcome 
breastfeeding related problems (Brown and Davies 2014). 
 
A high proportion of participants expressed their dissatisfaction when excluded from the 
information session. They found breastfeeding educational sessions for the partners are recognition 
of fathers’ feelings. Many wanted to be included in the information delivery program to become an 
important and competent decision maker (Brown and Davies 2014). 
 
2.6.6 Barriers of attending breastfeeding support programs 
 
As a beneficial health behavior breastfeeding has been promoted in different level of the society. 
Fathers have been identified as one of the strongest influences to support initiation and continuation 
of breastfeeding. In 1990 a corporate lactation program was offered to male employees in Los 
Angeles Department of Water and Power, a public utility company. The Fathering Program 
included breastfeeding education classes, lactation counseling for the couples and demonstration on 
use of breast pumps at home or at work site. Success rate of this particular program was higher than 
national average. However, some barriers were identified: supervisor of the father believed 
pregnancy and breastfeeding issues are for women only, supervisor refused to allow the father to 
attend classes, coworkers tease the father about attending classes, and the educational site is not at 
the same location as the work site (Cohen et al. 2002).  
 
2.7 Attitudes towards sexuality and breastfeeding 
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In some society breastfeeding is not anymore a part of cultural norm. Modernization in social, 
cultural and economic sector caused decrease in breastfeeding practice. Study conducted in Puerto 
Rico found loss of support to the lactating mother and lack of knowledge about breastfeeding. 
Young mothers are unaware about the proper source of advice, encouragement and support for 
breastfeeding (Alvarado et al. 2006).  
 
About 82%of the study participants had positive attitude towards sexuality and breastfeeding. More 
than 70% participants believed breastfeeding has no contradiction with marriage and sexual 
activity; women’s breasts are not only for sexual pleasure. Over 80% agreed that breastfeeding has 
no relationship to loose attraction to the partner (Alvarado et al. 2006). 
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3 AIMS OF THE STUDY 
 
The primary aim of the study was to evaluate fathers’ willingness to attend breastfeeding education 
classes in the Nubareya region in Egypt. The secondary aim was to assess the association of 
paternal factors (age, level of education, occupation, number of children of the father) and 
willingness to attend such educational programs. 
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4 SUBJECTS AND METHODS   
4.1 Subjects  
 
The research was conducted in Egypt in the city of West Nubareya, at Al Behira district, within the 
West Nubareya Rural Development Project (WNRDP). WNRDP is a joint project between the 
Egyptian ministry of Agriculture and The International Fund for Agriculture and Development 
(IFAD), which aims to promote development in the villages of West Nubareya.  
 
The research was carried out in General Practice clinics in 12 villages of West Nubareya. The 
clinics in the villages were developed by the project to promote health in the region. Some of the 
clinics are equipped with laboratories and ultrasound devices which enabled gynecologists to 
provide maternity services in the villages. The other clinics contain basic medical equipment for 
pediatric and general practice services. 
 
Ethical approval to conduct the research was authorized by the administration and board directors of 
the WNRDP and was approved before starting the research. 
 
Participants of the research were fathers of newly born babies who came to the clinics for either 
pediatric consultation or for regular baby checkup. The research also targeted husbands of pregnant 
women who came to the clinics for maternity checkup.  
 
A thorough discussion with the physicians and nurses who work at the clinics was conducted 
regarding the aim of the research, various aspects of the questionnaire and the importance to obtain 
the responses only from the fathers. 
 
Study subjects were chosen randomly during their visit to clinics. No selection criteria were 
introduced.  
 
The questionnaire was introduced to the families either by the physician or by the nurses in the 
clinics. In the circumstances when mothers or pregnant women came to the clinics without their 
husbands they had the chance to complete the questionnaire later at home with instructions to let 
their husbands complete the questionnaire.  
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The questionnaires were either collected at the clinic at the time of the first or second visit of the 
families. In some instances the nurses and social workers from the project have collected the 
answered questionnaire from the houses of the participants. 
 
The questionnaire was distributed and collected from the participants during the months of July and 
August in 2013.  
4.2 Questionnaire 
 
Initially 10 copies of the questionnaire were distributed to each of the 12 clinics participating in the 
research. Later on more copies of the questionnaire were distributed based on rate of collection of 
answers and responses from the participants. A total of 150 responses were collected by the end of 
the research. The information was collected anonymously. 
 
The questionnaire is shown as an appendix. The questionnaire was composed of 15 questions that 
covered various aspects related to breastfeeding. It was divided into 5 categories as follows: 
 
1. The family history of the participant. 
2. Previous knowledge regarding breastfeeding. 
3. Previous experience with breastfeeding. 
4. Their preference regarding whom to contact to obtain information about breastfeeding. 
5. The participant’s willingness to participate in breastfeeding education programs and their 
preferences for such programs. 
 
Question on preferences were multiple choice questions using Likert scale answers (strongly agree, 
agree, do not know, no, and not at all).  
 
The questionnaire was initially formulated in English under supervision for the master’s thesis 
instructors and after completing the English version, it was translated to Arabic and was also 
approved by the instructors. The logo of the University of the Eastern Finland and logo of West 
Nubareya Rural Development Project were added to the top of the questionnaire. 
 
A pilot research was carried out to examine the questionnaire performance. The questionnaire was 
distributed to 10 men not related to the study participants. Based on the comments of the pilot 
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participants a change was conducted by including an option to partially fill in the questionnaire for 
those who did not support fathers’ participation in breastfeeding education.  
4.3. Statistical analyses 
 
Analysis of the results was carried out using SPSS Version 21. Occupations of the participants were 
categorized into 2 categories; basic occupation (farmers, workers, and mechanics) and higher 
occupations such as teachers and computer specialists. Participant’s age was categorized into 2 
groups based on median age (less or equal to 35 years and 36 years and older). 
 
Frequencies were used to analyze the percentage of the participants who expressed willingness to 
participate in breastfeeding education programs and for their preferences regarding such programs. 
Chi square test was used for the categorical variables and to examine the association between 
occupation, level of education, age and number of children with willingness to participate in the 
education programs. P value of <0.05 was considered as statistically significant. 
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5. RESULTS 
 
Demographic variables included in this study from the 150 participants are included in Table 1. 
Their age ranged from 20 years to 73 years of age, with mean (±SD) of 37.8±9.5 years. Median age 
of the participants was 35 years. The number of children of the fathers ranged from 0 to 7, with 
mean of 2.7±1.25.  Level of education of the participants recorded from illiterate to highly 
educated/ university graduate. Majority of the participants had mid-level education, 43% (n=65); 
16% of the participants were illiterate (Table 1).  
Table1. Characteristics of the study participants 
Variables Fathers (n=150) 
Age, years             37.8 (SD 9.5) 
Number of children 2.7 (SD 1.25) 
Education, n(%):   
Illiterate 24 (16%) 
Read and write 18 (12%) 
Middle education 65 (43%) 
University education 43 (28%) 
Occupation, n(%): 
Basic occupation 
Higher occupation 
 
98 (65%) 
40 (26 %) 
Knows about 
breastfeeding, 
n(%): 
  
 
 
Yes  124 (82%)  
No  26 (18%)  
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People took part in the study were from different occupational background. Occupation was 
categorized in basic and advance group. 65% (n= 98) of the participants were from basic level 
occupation and 26% (n=40) were from higher occupation. No occupational information was 
obtained from 12 participants. This 8% subjects may include unemployed or student participants 
(Table 1). 
In previous knowledge of breastfeeding assessment part 82% (n=124) answered that they have 
received information about breastfeeding previously from different sources (Table 1). 18% (n=26) 
mentioned national media as source of their information (television/radio); 40% (n=49) got the 
information from family/relatives, 39% (n=48) from friends and 0.8% (n=1) knew about 
breastfeeding from worship place.  
Among total number of participants 38% (n=57) knew that recommended length of exclusive 
breastfeeding is 6 months, 33% (n=50) answered it to be 3 months, 17% (n=26) answered it to be 
12 months and 7% (n=11) answered for 9 months. 5 men didn’t answer the question. 
141 fathers reported their previous experience on breastfeeding, 7 did not answer the part and 2 did 
not have previous experience of breastfeeding. Duration of breastfeeding had ranged from 3 months 
to 30 months, about 13% (n=18) continued breastfeeding for 2 years or more.  
Exclusive breastfeeding ranged from 1-6 months, about 46% (n=67) practiced 6 months exclusive 
breastfeeding and 27 (19%) participants reported 5 months exclusive breastfeeding. 
Table 2. Previous practice of breastfeeding for their children (n=150) 
 3 months 6 months 9 months 12months 12+ months 
Duration of 
breastfeeding 
for their 
children 
 
17 (11%)  
 
23 (15%)  
 
15 (10%)  
 
41 (27%)  
 
46 (30%)  
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About 13% think that they have role in wife’s decision about breastfeeding, about 37% admitted 
some role in wife’s breastfeeding decision, 16% do not know, 30% answered not probably and 3% 
strongly believe that they don’t have any role (Table 3). 
Table 3. Opinion about role in wife’s breastfeeding decision (n=150) 
 Yes Yes, 
somewhat 
Don’t know Not probably Not at all 
Role in wife’s 
breastfeeding 
decision 
 
19 (13%) 
 
55 (37%) 
 
24 (16%) 
 
45 (30%) 
 
5 (3%) 
 
Fathers were asked to whom they would like to ask about breastfeeding. 147 answered the question 
and 3 did not. About 56% (n=83) wanted to know from a doctor, 30% (n=44) preferred from family 
and about 12% (n=17) answered from nurses including male nurses. 3 persons were willing to get 
breastfeeding information from other sources. 
From the 150 participants about 7 strongly agreed on participation in breastfeeding education 
programs, 43 agreed, 35 did not know, 51 did not agree on participation and 11 strongly did not 
agree (Table 4). 
Total willingness to participate in breastfeeding program was 33.4%. Total 41.3% participants did 
not agree on attending breastfeeding classes and 23% did not know whether they were willing to 
participate or not (Table 4). 
Table 4. Opinion about willingness to participate in breastfeeding programs (n=150) 
 
 Strongly 
agree 
Agree Do not know Do not agree Strongly do 
not agree 
Willingness 
to participate 
in 
breastfeeding 
programs 
7 (5%) 43 (29%) 35 (23%) 51 (34%) 11 (7%) 
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With regard the place of preference for obtaining such education programs, there were 80 
responses, because many of those who did not want to participate did not complete the 
questionnaire. The responses were; 39.3 % would like to attend the program in a clinic, 10 % from 
television, 2.7% from friends and 1% in church or mosque. 
With regard to participants’ preference for the number of classes of the education program; there 
were responses from 78 participants, 72 did not answer this question. From them 37% preferred to 
attend one lesson and 14% more than once. 
The majority of the participants preferred that a physician would give the breastfeeding classes 
(n=65, 43%), while 8 % preferred female nurses, 2 % male nurses and 1.3 % preferred sociologists 
for such classes.  
82 participants answered on the wanted content of the educational program. Of them 10% (n = 15) 
wanted to know about the duration of breastfeeding, 10 % (n = 15) about benefits of breastfeeding, 
9.3 % (n =14) about practical information regarding breastfeeding, 18% (n = 27) about problems 
related to breastfeeding and 6.7 % (n = 10) about fathers role in breastfeeding.  
Among different educational groups total percentages of willingness to obtain breastfeeding 
education was the highest among those who can only read and write, 44%. Willingness to 
participate was lowest in the illiterates, only 13% agreed to attend breastfeeding educational classes. 
Percentages of participants who were not willing to attend educational classes was highest among 
them who had university degrees (50%) (Table 5). 
 
An association was found between the level of education and willingness to participate in 
breastfeeding education programs. Men with the middle level of education and read and write skills 
were more willing to participate in such programs (P=0.03, chi square test) (Table 5). 
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Table 5.  Association between level of education and willingness to participate in breastfeeding 
education programs 
 
Level of 
education 
Strongly 
agree 
Agree Do not know Do not agree Strongly do 
not agree 
University 
education 
3 (7%) 10(24%) 8 (19%) 20(48%) 1 (2%) 
 
Middle 
education 
4 (6%) 22(34%) 14(22%) 20(31%) 4 (6%) 
 
Read and 
write 
0 (0%) 8 (44%) 3 (16%) 3 (16%) 4 (22%) 
 
Illiterate 
0 (0%) 3 (13%) 10 (43%) 8 (34%) 2 (9%) 
 
It was found that there was an association between the profession and willingness to participate in 
the education programs (P=0.01, chi square test) (Table 6). From basic occupation categories 34% 
agree on participating in breastfeeding education program, which is slightly higher than advance 
occupation group (31%). 28% participants from the basic occupation were not willing to attend 
breastfeeding classes and the disagreement percentage was much higher among higher occupation 
group (49%). Total of 54% of the men from advance occupation group are not willing to attend 
educational classes and the percentage among basic occupation group is lower (37%) (Table 6). 
 
Among age groups 41% from younger group were willing to participate in breastfeeding education 
program and this is higher than the older age group (28%). However, percentages of young people 
who wanted to get breastfeeding information from educational classes were almost equal to who did 
not want (41% vs 42%). The association between age and willingness to attend breastfeeding 
classes is significant (P= 0.04, chi square test), young people were more willing to gather 
knowledge about breastfeeding from an organized training program (Table 6). 
 
There was little difference in willingness to participate in breastfeeding educational program in both 
groups irrespective of their previous knowledge of breastfeeding was not associated with 
willingness to participate in breastfeeding education (P=0.10, chi square test)(Table 6). People who 
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did not have previous knowledge of breastfeeding showed a little lower interest in educational 
programs for fathers (33%); no one was strongly agreed to attend breastfeeding classes. 35% fathers 
who have previous knowledge of breastfeeding were willing to take part in the program targeted to 
increase fathers knowledge of breastfeeding (Table 6).  
 
About 49% fathers who have no or single child were willing to participate in the education classes 
and 34% do not agree to take lessons on breastfeeding. On the other hand, 29% fathers of multiple 
children agreed to attend classes and their percentages of disagreement were higher (43%). 
Willingness to participate in educational program was higher among the fathers who have no or 
single child compared to fathers who have more children. However, this association was not 
significant (P=0.12, chi square test) (Table 6).  
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Table 6.  Association between occupation, knowledge about breastfeeding and number of children 
with willingness to participate in breastfeeding education program 
 
 Strongly 
agree 
Agree Do not 
know 
Do not 
agree 
Strongly 
do not 
agree 
P-value 
Occupation 
Basic  
 
2 (2%) 
 
31 (32%) 
 
27 (28%) 
 
27 (28%)  
 
9 (9%) 
 
0.01 
Advance 2 (5%) 10 (26%) 6 (15%) 19 (49%) 2 (5%)  
       
Age 
Younger  
 
5 (7%) 
 
25 (34%) 
 
13 (18%) 
 
29 (39%) 
 
2 (3%) 
 
0.04 
Older 2 (3%) 18 (25%) 22 (30%) 22 (30%) 9 (12%)  
 
Previous 
knowledge 
of breast 
feeding 
      
Yes 7 (6%) 34 (29%) 31 (26%) 40 (34%) 7 (6%) 0.10 
No 0 (0%) 9 (33%) 3 (11%) 11 (41%) 4 (15%)  
 
Number of 
children 
      
0 or 1  2 (6.3%) 14 (43%) 5 (15%) 11 (34%) 0 (0%) 0.12 
2 or more 
5 (4%) 29 (25%) 30 (26%) 40 (34%) 11 (9%) 
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6 DISCUSSIONS 
 
6.1. Subjects and methods 
 
The research was undertaken at the Nuberya health clinic, which was chosen based on our 
familiarity and access with the environment.  
 
Choosing a rural population was important as it is less likely that participants would be familiar or 
aware of the benefits of breastfeeding. Also breastfeeding rate may differ in different socio-
economic status.  To address many factors fathers income and employment level were included. It 
also presented a varied sample of the educated and non-educated men. Typically, in larger cities in 
Egypt, a single clinic would be visited by either a large group of educated people, and others visited 
primarily by lower income or uneducated people. 
 
The methods of data collection were through a questionnaire that was distributed to couples while 
attending their prenatal care. Questionnaire was distributed randomly independent of particular 
criteria. Nurses assisted fathers to understand the questionnaire. For illiterate participants they also 
read and helped in filling up the questionnaire. 
 
Some fathers filled out the questionnaire in the clinic, while others completed the questionnaire at 
home.  To this point it can be hypothesized that of those who completed the questionnaire at home, 
were more inclined to give more honest answers, as their answers were more anonymous than those 
who completed the questionnaire and returned it to the nurse during the visit. However, data 
collected only from fathers’ as key interest of this study is to identify their willingness to participate 
in breastfeeding educational classes rather than assessment of ‘fathers support to breastfeeding’ in 
rural Egypt. 
 
It can also be concluded that the size of the clinic is a factor in the results obtained, as smaller 
clinics with less patients would give the fathers more time to complete the questionnaire, thereby 
giving more thought into each answer, whereas a busy clinic such as the one where this 
questionnaire was conducted, would drive fathers to complete it quickly and with less care into each 
answer. 
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As questionnaire was distributed among the parents attending clinics, previous experiences of 
breastfeeding were not discussed in detail e. g. obstacles and reason of stopping breastfeeding, 
breastfeeding in front of others, knowledge about artificial milk feeding, understanding and 
consequences of fathers’ role to support and continuation of breast feeding like in other interactive 
studies (Sherriff et al. 2014). 
6.2. Results 
 
This study explores paternal willingness to obtain breastfeeding education from a program targeted 
to the fathers. The information collected from the participants and the results will be discussed 
under four key areas: previous knowledge of breastfeeding, previous experience of breastfeeding, 
willingness to participate in breastfeeding educational program and expectations from the 
breastfeeding classes. Other sub-topics will be discussed under all four key areas. 
6.2.1 Previous knowledge of breastfeeding 
 
To asses previous knowledge about breastfeeding, fathers were asked about previous exposure of 
breastfeeding information, sources of information supplied and their knowledge about the length of 
exclusive breastfeeding. 124 participants (82%) knew about breastfeeding. Majority mentioned 
family, relatives and friends as the source of their breastfeeding knowledge. However, only 18% 
mentioned national media (television/radio) from where they knew about breastfeeding and very 
few 0.8% (n=1) included worship place as the source of their breastfeeding knowledge. 
 
In order to assess the accuracy of their breastfeeding knowledge, they have been asked about the 
length of exclusive breastfeeding. 38% answered that recommended length of exclusive 
breastfeeding is 6 months. One third of them knew it is 3 months and about 25% answered for more 
than 6 months. 
It is observed in this study that majority of the participants has low level of knowledge about 
breastfeeding. According to their answers, most of them obtained knowledge about breastfeeding 
from the non-professional sources. Lack of breastfeeding knowledge was found in a study 
conducted in Viet-Nam. More than 75% participants had low level of knowledge. Lowest level of 
knowledge observed about beneficial effects of breastfeeding, especially about breastfeeding and 
positive hormonal effects on maternal health (Alvarado et al 2006). 
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6.2.2 Previous experience of breastfeeding 
 
Fathers who have children were asked about their previous experiences of breastfeeding, total 
duration of breastfeeding and length of exclusive breastfeeding. About 95% participants practiced 
breastfeeding for their children. Among them about 31% continued breastfeeding for more than one 
year. Total percentages of breastfeeding practiced resembled with national statistics (96%). 
However, continuation of breastfeeding for more than two years is lower than over all Egyptian 
statistics; only 15% continued breastfeeding for 20 months or more and 13% continued for two 
years or more. According to EDHS, one third of total breastfeeding continue up to 20-23 months 
(Feeding practices and micronutrient supplementation, EDHS 2008). 
 
In this study, exclusive breastfeeding rate for six months was 46%. Additional 19% reported five 
months exclusive breastfeeding. Total exclusive breastfeeding rates were higher than the national 
average (4-5 months exclusive breastfeeding 29%) (Feeding practices and micronutrient 
supplementation, EDHS 2008). 
6.2.3 Willingness to participate in breastfeeding educational program 
 
Half of the participants thought they have role in wife’s breastfeeding decision among which about 
13% strongly agreed. Findings were consistent with the other research in the area; fathers were 
willing to support their partners in breastfeeding (Brown and Davies 2014). However, previous 
researches found that fathers believe the ultimate decision of breastfeeding lay with their partner 
(Sherriff and Hall 2013, Kenosi et al. 2013). 
 
Total one third of the respondent clearly agreed to take part in breastfeeding educational classes. 
Percentages of willingness were lower than found by Mitchell-Box and Braun in 2012. In their 
study almost all participants were willing to attend a program about breastfeeding.  
 
The results on willingness to participate in breastfeeding education are unsurprising since a higher 
level of education amounted to a more willingness to participate as compared to illiterates. Study 
has also reported that fathers who are highly educated had more positive attitude towards 
breastfeeding than the fathers whose level of education was low (Flacking et al. 2010). Ingram & 
Johnson 2004 found fathers with lower level of education reluctant to participate in breastfeeding 
related interventions. However, many men with university education reported unwillingness to 
participate in breastfeeding education. 
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Level of education, type of occupation and disposable household income are the indicators of 
fathers’ socioeconomic status (SES). Flacking et al. 2010 found fathers with higher SES had been 
more supportive to breastfeeding than the fathers with lower SES. This study found that fathers with 
advance level occupation showed slightly lower interest to attend breastfeeding classes than basic 
occupation group. 
 
An inverse association has been found between age of the fathers and willingness to participate in 
educational classes. Younger men were more interested to attend educational program than the 
older men. Whereas, a study found that intervention for older fathers were more effective in 
breastfeeding promotion (Maycock et al. 2013). 
 
New fathers or those who had single child were more willing to attend breastfeeding classes 
compare to those who have 2 or more children, however this association was not significant. 
Previous knowledge of breastfeeding was not associated with their willingness to take part in 
educational program. 
6.2.4 Expectations from the breastfeeding classes 
 
People willing to attend educational classes were asked about their expectations from the 
breastfeeding promotion program for the fathers. They were asked about the venue of the program. 
Majority preferred the health center as place for the training program. Few wanted to obtain the 
information from television and only 1% from the worship place.  
 
Physician was the first preference to deliver the breastfeeding related information to the fathers. 
Female and male nurses were also in the preference list. Some participants wanted to take lesson 
from social workers.  
 
It was not asked whether fathers were willing to attend breastfeeding classes with their partners or 
only with other fathers. It was found previously that fathers wanted to discuss about breastfeeding 
with other fathers and share their views (Brown and Davies 2014). However, women may feel 
embarrassed to attend classes with other men due to cultural and societal connotation of breast as 
sexual (Brown and Davies, 2014). On the other hand, few percentages (2%) of this study participant 
preferred male nurse as information provider. 
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Content of the breastfeeding program was also asked in the questionnaire. Participants wanted to 
know about general facts to specific problems regarding breastfeeding. Previous study found fathers 
liked very specific information about breastfeeding and they dislike unclear and vague information. 
Fathers did not like any lesson that did not provide any advice how to support their partner (Brown 
and Davies 2014). 
 
Participants were interested to know about duration of breastfeeding, benefits of breastfeeding, 
practical information regarding breastfeeding, problems related to breastfeeding and fathers role in 
breastfeeding. Similar facts were identified in previous research; fathers were interested to obtain 
more specific and accessible knowledge about breastfeeding (Sherriff and Hall 2011). Fathers were 
more interested about factual advice and information to tackle different problems. Some fathers 
preferred more father-friendly promotional materials as a symbol of their inclusion in breastfeeding 
program (Brown and Davies 2014). 
 
Fathers wanted to take part in partners’ breastfeeding decision and actively participate in 
breastfeeding procedure. They were willing to be included in a training program from where they 
can gather optimum knowledge about breastfeeding as well as difficulties of breastfeeding. Fathers 
were interested to get practical knowledge to identify and solve the breastfeeding related problems 
of their partners.  Fathers interest to attend educational class also found in several studies (Brown 
and Davies, 2014; Sherriff and Hall, 2011; Maycock et al. 2013). 
 
When preferred numbers of the educational session were asked many of them mentioned single 
session and few more than once.  Maycock et al. 2013 found a minimal intervention with only one 
breastfeeding education session including follow-up information to the male partners until 6 weeks 
postpartum had effective influence on baby’s feeding pattern. Formula feeding was significantly 
lower among intervention group.  
 
However, single breastfeeding education may increase the breastfeeding rate but it is not effective 
to improve duration of continuation of breastfeeding.  Maycock et al. did not found significant 
difference in overall breastfeeding between intervention and control group during six-month- follow 
up. 
 
Research also found that only two-hour demonstration to fathers about breastfeeding and childcare 
almost doubled the breastfeeding rate (Kenosi et al.2013). Piscane et al. 2005 found educating 
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fathers about how to support breastfeeding by preventing and controlling breastfeeding related 
difficulties improved full breastfeeding rates at 6 months. 
 
Study included different occupational groups and people from different level of education. No, 
particular preference about the training were recorded. Other perceived difficulties from the 
participants’ side to attend breastfeeding classes were not included in the questionnaire. 
6.3 Conclusion 
 
Beneficial aspects of breastfeeding have been discussed in national and international level for quite 
a long time. Breastfeeding has been promoted in different ways to adopt as a healthy lifestyle, 
especially to prevent child malnutrition, infant morbidity and mortality exclusively for the children 
under 5 years of age. Strategies and targets have been set in country level to make it feasible to 
adopt. Overall breastfeeding rates have increased worldwide. However, particular goals such as six 
months exclusive breastfeeding and continuation of breastfeeding for two years remained below the 
target level. 
 
Several exploratory researches have done to find out the factors that may help to resolve above 
mentioned problems. It is now clear that promotion of breastfeeding targeting only mothers is not 
enough to improve the situation. Fathers are found one of the key influences to support their partner 
to start and continuation of breastfeeding. 
 
This study revealed that a good percentage of the fathers know that they have role in wife’s decision 
of breastfeeding. Their knowledge about breastfeeding was lacking some key information. Many of 
them do not know about optimum length of breastfeeding and they are not aware about their role to 
encourage effective breastfeeding. However, their previous experience of breastfeeding depicted an 
impressive practice of breastfeeding, especially the rate of exclusive breastfeeding for six months 
were higher compared to Egyptian national average. 
 
This study found that one third of the participating fathers are willing to attend breastfeeding 
classes. They wanted to get general information about breastfeeding as well as some specific facts 
to support their partners’ breastfeeding their children effectively and appropriately. It was found 
that fathers’ level of education as well as higher working status were significantly associated with 
the intention to attend educational classes about breastfeeding. Men from mid-level education and 
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read and write were more willing to attend educational classes. Advance working status men were 
not willing to participate. As breastfeeding is a cultural norm in Egypt, fathers’ perceptions of 
breastfeeding may misguide them to show interest in further intervention.  
 
To reach the national breastfeeding goals, health education programs for fathers to support 
breastfeeding partners would be helpful. It is also vital to assess motivation or willingness of the 
fathers’ before arranging such training programs. In Nubareya district of Egypt fathers’ were 
willing to attend breastfeeding education classes. However, many aspects of the training program 
were not studied here, such as what time schedule is convenient for working fathers, what type of 
teaching method they prefer e.g. one way (demonstration/lecture) or two way (discussion), do they 
want to attend classes with partners etc. Supply of audiovisual information, for instance supply of 
breastfeeding videos to home may be helpful for the working fathers and families. Further research 
is needed to identify the barriers of willingness to participate in breastfeeding educational classes 
and to plan an effective breastfeeding educational training program.  
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Attachment 1 (1/3) 
Attachment1. Questionnaire 
 
 
 
 
Paternal acceptance to participate in breastfeeding education programs 
 
The objective of this study is to evaluate paternal acceptance to participate in breastfeeding 
education. 
 
1- Age: 
……………………………………………………………………………………………………….. 
 
2- Level of education: 
University degree  Mid-level education  Can read and 
write           no education 
 
3- Occupation: 
…………………………………………………………………………………………. 
 
4- Number of Children: 
………………………………………………………………………………. 
 
Questions related to previous knowledge about breastfeeding: 
 
5- Have you previously received information about breastfeeding? 
Yes   No 
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6- If answer to the previous question is yes, from where did you get this information? 
Attachment 1 (2/3) 
 
Television/Radio  Worship place  
 Family/relatives   friends 
Other methods    (example…………………………….) 
 
7- Do you know how long the recommended duration of exclusive breastfeeding is? 
3 months  6 months  9 months  12 months 
 
8- If you have previous children; 
 
How long were they breastfeed?  
3 months   6 months  9 months   12 months 
Other (………………………………………) 
 
How long were they exclusively breastfeed? (That is breastfeeding without any other food or drink) 
1 month  3 months  5 months  6 months 
 
9- Do you think you have a role in your wife’s decision to breastfeed? 
Yes  yes, somewhat  don’t know  not 
probably   not at all 
 
10- Whom do you prefer to ask in questions related to breastfeeding? 
Family     doctor   
  nurse 
Another person (example ……………………………………………………………) 
 
11- Would you like to participate in breastfeeding education programs? 
Strongly agree  agree             do not know         do not agree              
strongly do not agree 
 
Questions (12-15) are in case you approve on the previous question.  
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12- Which place do you prefer to obtain such breastfeeding education programs? 
Attachment 1 (3/3) 
 
Worship places     Clinics    
  Television  Friends 
Other methods   (example 
………………………………………………………………………………………) 
 
13- How many times do you prefer the education classes to be 
Once    more than once (example 
…………………………………. 
 
14- Whom do you prefer to provide such breastfeeding education programs? 
Doctor   female nurse  male nurse   social worker 
Another person (example ……………………………………………………………….) 
 
 
 
15- What information related to breastfeeding you would like to know? 
Duration of breastfeeding 
Benefits of breastfeeding 
Practical Information about breastfeeding, for example, proper positioning during breastfeeding 
Problems with breastfeeding 
Father’s role to support breastfeeding 
Other topic (Please give example 
…………………………………………………………………………………………………………
..) 
 
 
 
 
 
 
 
